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Recommendations of the Immunization
Practices Advisory Committee of the U.S. Public Health Servwe

Prevention and Control of Influenza

These recommendations update
information on the vaccine and an-
tiviral agent available for controlling
influenza during the 1988-89 influ-
enza season. Changes include state-
ments about 1) updating of the influ-
enza strains in the trivalent vaccine
for 1988-89, 2) increased emphasis

‘on the need for vaccination of
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health-care workers, 3) prevention
of influenza in persons with human
immunodeficiency virus (HIV) infec-
tion, and 4) dosage considerations
Sfor amantadine.
Introduction

Influenza A viruses are classified
into subtypes on the basis of two

antigens: hemagglutinin (H) and neu-
raminidase (N). Three subtypes of
hemagglutinin (H1, H2, H3) and two
subtypes of neuraminidase (N1, N2)
are recognized among influenza A
viruses that have caused widespread
human disease. Immunity to these
antigens, especially the hemaggluti-
nin, reduces the likelihood of infec-
tion and the severity of disease if
infection occurs. However, over
time there may be enough antigenic
variation (antigenic drift) within the
same subtype that infection or vac-
cination with one strain may not in-
duce immunity to distantly related
strains of the same subtype. Al-
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though influenza B viruses have
shown more antigenic stability than
influenza A viruses, antigenic varia-
tion does occur. For these reasons,
major epidemics of respiratory dis-
ease caused by new variants of influ-
enza continue to occur. The anti-
genic characteristics of current
strains provide the basis for select-
ing virus strains included in each
year’s vaccine.

Typical influenza 1llness is char—
acterized by abrupt onset of fever,
sore throat, and nonproductlve
cough. Unlike many other common
respiratory infections, it can cause
extreme malaise lasting several days
More severe illness can result if in-
fluenza virus invades the lungs (pri-
mary viral pneumonia) or if second-
ary bacterial pneumonia occurs.
High attack rates of acute illness and
lower-respiratory-tract - complica-
tions during influenza  epidemics
usually result in dramatic increases
in visits to physicians’ offices, walk-
in clinics, and emergency rooms by
persons of all ages.

Elderly persons and those with
underlying health problems are at
increased risk for complications of
influenza infection. Such high-risk
persons are more likely than the gen-
eral population to require hospitali-
zation if infected. One recent study
showed that, during major epidem-
ics, hospitalization rates for high-
risk adults increased twofold to five-
fold, depending on age group. Previ-
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ously healthy children and younger
adults occasionally are hospitalized
for influenza-related complications,
but the relative increase in their hos-
pitalization rates is much less than
that for high-risk groups.

A significant increase in mortality -

further indicates the impact of influ-
enza epidemics. This increase is a
direct result not only of pneumonia,
but also of cardiopulmonary or other
chronic diseases that can be exacer-
bated by influenza infection. Ten
thousand or more excess deaths
have been documented in each of 19
different epidemics during the years
1957-1986; more than 40,000 excess
deaths occurred in each of several
recent epidemics. Approximately
80%-90% of the excess deaths at-
tributed to pneumonia and influenza
were among persons =65 years of
age; however, influenza-associated
deaths have also been reported
among children or previously
healthy adults <65 years of age dur-
ing major epidemics.

Because the proportion of elderly
persons in the U.S. population is
increasing, and because age and its
associated chronic diseases are risk
factors for severe influenza illness,
the toll from influenza can be ex-
pected to increase unless control
measures are used more vigorously.
The number of younger persons at
high risk for infection-related com-

plications is also increasing for vari-

ous reasons, such as the success of
neonatal intensive-care units, better
management of diseases such as cys-
tic fibrosis, better survival rates for
organ-transplant recipients, and the
spread of HIV infection.
Options for the Control
of Influenza

Two measures are available in the
United States to reduce the impact
of influenza: immunoprophylaxis
with inactivated (killed-virus) vac-
cine and chemoprophylaxis or ther-
apy with the antiviral drug amanta-
dine. Vaccination of high-risk per-
sons each year before the influenza
season is the single most important
measure for reducing the impact of
influenza. Vaccination can be highly
cost-effective 1) when it is aimed. at
individuals who experience the most
severe consequences and who have
a higher-than-average risk of infec-
tion and 2) when it is administered
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to high-risk individuals during rou-
tine health-care visits before the in-
fluenza season, making special visits
to physicians’ offices or clinics un-
necessary. Recent reports indicate
that, when there is a good match
between vaccine and epidemic

strains of virus, achieving high vac-

cination rates in closed populations
can reduce the risk of outbreaks by
inducing herd immunity. When out-
breaks of influenza A do occur in
closed populations, they can be
stopped by chemoprophylaxis for all
residents.

Other indications for prophylaxis
(whether with vaccine or amanta-
dine) include the strong desire of any
person to avoid an influenza infec-
tion, reduce the severity of disease,
or reduce the chances of transmit-
ting influenza to high-risk persons
with whom they have frequent con-
tact. Unlike vaccine, which protects
against influenza types A and B,
amantadine is effectlve only against
influenza A.

Amantadine therapy is most likely
to benefit persons who seek medical
attention shortly after the abrupt on-
set of an acute respiratory infection
during an influenza A epidemic.
Early amantadine therapy may re-
duce the severity and duration of
illness in high-risk individuals who
have not been vaccinated or who
were not protected by vaccination.

Influenza is known to be transmit-
ted in medical settings. Measures
such as using isolation precautions
for ill patients individually or in
groups, limiting visitors, and avoid-
ing elective admissions and surgery
during an influenza outbreak may
limit further transmission of virus
within hospitals and other institu-
tions. However, unlike amantadine
prophylaxis, these measures have
not been shown to be effective in
controlling outbreaks. Likewise, the
effectiveness of closing schools or
classrooms during explosive out-
breaks has not been established.
Inactivated Vaccine for
Influenza A and B

Influenza | vaccine is made from
highly purlﬁed egg-grown viruses
that have been rendered noninfec-
tious (1nact1vated) Most vaccines
distributed i 1n the United States have
been chemlcally treated (spht—vnrus
preparatlons) to reduce the inci-
dence of febrile reactions in chil-
dren. Influenza vaccine currently

contains three virus strains (two type
A and one type B) representing influ-
enza viruses recently circulating
worldwide and believed likely to cir-
culate in the United States the fol-
lowing winter. The potency of the
present vaccine is such that it causes
minimal systemic or febrile reac-
tions. Most vaccinated young adults
develop hemagglutination-inhibition
antibody titers that are likely to pro-
tect them against infection by strains
like those in the vaccine and, often,
by related variants that may emerge.
Elderly persons and persons with
certain chronic diseases may de-
velop lower postvaccination anti-
body titers than healthy young
adults and, thus, may be more sus-
ceptible to upper-respiratory-tract
infection. Nevertheless, influenza
vaccine can still be effective in pre-
venting lower-respiratory-tract in-
volvement or other complications,
thereby reducing the risk of hospital-
ization and death.
Recommendations for Use of
Inactivated Influenza Vaccine
Influenza vaccine is recommended
for 1) high-risk persons =6 months
of age and their medical-care provi-
ders or household contacts; 2) chil-
dren and teenagers receiving long-
term aspirin therapy who, therefore,
may be at increased risk of develop-
ing Reye syndrome after an influenza
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virus infection; and 3) other persons
who wish to reduce their chances of
acquiring influenza. Vaccine compo-
sition and dosages for the 1988-89
season are given in Table 1. Guide-
lines for the use of vaccine among
different groups are given below.

Remaining 1987-88 vaccine
should not be used.

Although the current influenza
vaccine often contains one or more
antigens used in previous years, im-
munity declines in the year following
vaccination. Therefore, annual vac-
cination is required.

During the past decade, data on
influenza vaccine immunogenicity
and side effects have generally been
obtained when vaccine has been ad-
ministered intramuscularly, Because
there has been no adequate evalua-
tion of recent influenza vaccines ad-
ministered by other routes, the intra-
muscular route should be used.
Adults and older children should be
vaccinated in the deltoid muscle, and
infants and young children, in the
anterolateral aspect of the thigh.
Target Groups for Special
Vaccination Programs

Groups at greatest risk of influ-
enza-related complications:

1) Adults and children with
chronic disorders of the pul-
monary or cardiovascular sys-
tems requiring regular medical

follow-up or hospitalization
during the preceding year, in-
cluding children with asthma.

2) Residents of nursing homes and

 other chronic-care facilities
housing patients of any age
with chronic medical condi-
tions. -

Groups at moderate risk of influ-

enza-related complications:

1) Otherwise healthy persons =65
years old.

2) Adults and children who have
required regular medical fol-
low-up or hospitalization dur-
ing the preceding year because
of chronic metabolic diseases
(including diabetes mellitus),
renal dysfunction, hemoglobi-
nopathies, or immunosuppres-
sion,

3). Children and teenagers (aged 6
months—18 years) who are re-
ceiving long-term aspirin ther-
apy and, therefore, may be at
risk of contracting Reye syn-
drome after an influenza infec-
tion. ;

Groups potentially capable of no-
socomial transmission of influenza to
high-risk persons. Individuals at-
tending high-risk persons can trans-
mit influenza infections to them
while they are themselves incubating
infection, undergoing subclinical in-
fection, or-working despite the exis-

Table 1. Influenza vaccine* dosage, by age of patient —

1988-89 season
Number
of
Age Group Productt Dosage§ Doses Route¥
6-35 mos Split virus only 0.25 mL lor2** IM
3-12yrs - Split virus only 0.50mL.  lor2** M
>12 yrs Whole or split virus  0.50 mL. 1 M

0432, and Wyeth (800)321-2304.

recommended dosage.

enhance adverse reactions.

of the thigh.

enza vaccine for the first time.

*Contains 15 g each of A/Taiwan/1/86 (H1N1), A/Sichuan/2/87 (H3N2), and B/
Victoria/2/87 hemagglutinin antigens in each 0.5 mL. Manufacturers include Con-
naught (Fluzone® whole or split, distributed by E. R. Squibb & Sons); Parke-Davis
(Fluogen® split); and Wyeth Laboratories (Influenza Virus Vaccine, Trivalent® split).
For further product information, call Connaught (800)822-2463, Parke-Davis (800)223-

tBecause of the lower potential for causing febrile reactions, only split virus (subvi-
rion) vaccine should be used in children. Immunogenicity and side effects of split and
whole virus vaccines are similar in adults when vaccines are used according to the

§It may be desirable to administer influenza vaccine to high-risk children when they
receive routine pediatric vaccines, but in a different site. Although studies have not
been conducted, simultaneous administration should not lessen immunogenicity or

The recommended site of vaccination is the deltoid muscle for adults and older
children. The preferred site for infants and young children is the anterolateral aspect

**Two doses are recommended for children < 12 years old who are receiving influ-
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tence of symptoms. Some high-risk
persous (e.g., the elderly, transplant
recipients, or persons with acquired

immunodeficiency syndrome
[AIDS]) can have relatively low an-
tibody responses to influenza vac-
cine. Efforts to protect them against
influenza may be improved by reduc-
ing the chances that their care prov-
iders may expose them to influenza.
Therefore, the following groups
should be vaccinated:

1) Physicians, nurses, and other
personnel who have extensive
contact with high-risk patients
(e.g., primary-care and certain
specialty clinicians and staff of
chronic-care facilities and in-
tensive-care units, particularly
neonatal intensive-care units).

2) Providers of home care to high-
risk persons (e.g., visiting
nurses, volunteer workers) as
well as all household members
of high-risk persons, including
children, whether or not they
provide care, :

Vaccination of Other Groups
General Population: Physicians
should administer influenza vaccine
to any person who wishes to reduce
his/her chances of acquiring influ:
enza infection. Persons who provide
essential community services may
be considered for vaccination to
minimize the disruption of essential
activities during severe epidemics. -

Pregnant Women: Pregnancy has

not been shown to be a risk factor
for severe influenza infection, except
in the largest pandemics of 1918-19
and 1957-58. However, pregnant
women who have medical conditions
that increase their risks of complica:
tions from influenza should be vac:
cinated, as the vaccine is considered
safe for pregnant women. Adminis-
tering the vaccine after the first tri-
mester is a reasonable precaution to
minimize any concern over the the-
oretical possibility of teratogenicity.
However, it is undersirable to delay
vaccination of pregnant women with
high-risk conditions who will still be
in the first trimester of pregnancy
when the influenza season begins.

Persons infected with human im-

munodeficiency virus (HIV): In-
creases in infections and complica-
tions caused by various respiratory
pathogens have been observed in
persons infected with HIV. How-
ever, similar increases due to influ-

Continued to page 4
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enza have not been reported during
recent epidemics. Nevertheless, be-
cause influenza may result in serious
illness and complications in some
HIV-infected persons, vaccination is
a prudent precaution.
Persons Who Should Not Be
Vaccinated

Inactivated influenza vaccine
should not be given to persons who
have an anaphylactic hypersensitiv-
ity to eggs (see Side Effects and Ad-
verse Reactions below). Persons
with acute febrile illnesses normally
should not be vaccinated until their
temporary symptoms have abated.
Timing of Influenza Vaccination
Activities

Influenza vaccine should be of-
fered beginning in September. Ex-
cept in years of pandemic influenza
(e.g., 1957 and 1968), high levels of
influenza activity generally do not
occur in the contiguous 48 states be-
fore December. Therefore, organ-
ized vaccination campaigns where
high-risk persons are routinely ac-
cessible are optimally undertaken in
November. In facilities such as nurs-
ing homes, it is particularly impor-
tant to avoid administering vaccine
too far in advance of the influenza
season because antibody can begin
to decline within a few months. Such
vaccination programs may be under-
taken in September or October if
regional influenza activity is ex-
pected to begin earlier than normal.

Children <12 years of age who
have not been vaccinated previously
require two doses with at least 1
month between doses. The. second
dose should be given before Decem-
ber. Vaccine can be given to both
children and adults up to and even
after influenza virus activity is doc-
umented in a region.
Strategies for Implementing
Influenza Vaccine
Recommendations

More effective programs are
needed for giving influenza vaccine
to high-risk persons, their health-
care providers, and their household
contacts. Programs for administer-
ing vaccine in nursing homes and
other chronic-care facilities, physi-
cians’ offices,: health maintenance
organizations, hospitals, and em-
ployee health clinics must be care-
fully planned. High-risk adults and
children who do not live in nursing
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homes or other chronic-care facili-
ties should be offered influenza vac-
cine at their last regular medical ap-
pointment before the influenza sea-
son (i.e., before December). If they
do not have a regular medical ap-
pointment scheduled in the fall, they
should be notified by their health-
care providers to come in specifi-
cally to receive influenza vaccine.
From September through February,
hospital discharge procedures
should include influenza vaccination
of high-risk patients. Medical-care
personnel and support staff should
ensure that no high-risk patient re-
sides in or leaves a medical-care fa-
cility in the fall without being offered
and urged to receive influenza vac-
cine. Equally important, administra-
tors and infection-control staff of
health-care facilities should establish
procedures for offering vaccine to
patient-care staff that take into ac-
count barriers to vaccination. More
staff members will be vaccinated if
vaccine is. readily available at the
worksite (e.g., on patient-care units
during all shifts rather than at an
employee health clinic).

Educational materials about influ-
enza and its control are available for
a variety of sources. For information
on sources of educational materials
and a selected bibliography, contact
the Centers for Disease Control,
Center for Prevention Services,
Technical Information Services,
1600 Clifton Road, N.E., Atlanta,
Georgia 30333, '

Side Effects and Adverse
Reactions

Because influenza vaccine contains
only noninfectious viruses, it cannot
cause influenza. Occasional cases of
respiratory disease following vacci-
nation represent coincidental . ill-
nesses unrelated to influenza vacci-
nation. The most frequent side effect
of vaccination is soreness around the
vaccination site for up to 1 or 2 days;
this occurs in less than one-third of
vaccinees.

In addition, the following two
types of systemic reactions have oc-
curred:

1) Fever, malaise, myalgia, and
other systemic symptoms oc-
cur infrequently and most often
affect persons who have had no
exposure to the influenza virus
antigens in the vaccine (e.g.,
young children). These reac-
tions begin 6-12 hours after
vaccination and can persist for
I or 2 days.

2) Immediate, presumably aller-
gic, reactions such as hives, an-
gioedema, allergic asthma, or
systemic anaphylaxis occur ex-
tremely rarely after influenza
vaccination. These reactions
probably result from hypersen-
sitivity to some vaccine com-
ponent—most likely residual
egg protein. Although current
influenza vaccines contain only
a small quantity of egg protein,
they are presumed capable of
inducing immediate hypersen-
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sitivity reactions in persons
with severe egg allergy, and
such persons should not be
given influenza vaccine. This

includes persons who develop

hives, have swelling of the lips
or tongue, or experience acute
respiratory distress or collapse
after eating eggs. Persons with
a documented immunoglobulin
E (IgE)-mediated hypersensi-
tivity to eggs, including those
who have experienced occupa-
tional asthma or other allergic
responses from occupational
exposure to egg protein, may
also be at increased risk of
reactions from influenza vac-
cine.

Unlike the 1976 swine influenza
vaccine, subsequent vaccines pre-
pared from other virus strains have
not been associated with an in-
creased frequency of Guillain-Barré
syndrome. Although influenza vac-
cination can inhibit the clearance of
warfarin and theophylline, clinical
studies have consistently failed to
show any adverse effects attributa-
ble to these drugs in patients receiv-
ing influenza vaccine.

Simultaneous Administration of
Other Vaccines, Including
Childhood Vaccines

The target groups for influenza
and pneumococcal vaccination over-
lap considerably. Both vaccines can
be given at the same time at different
sites without increasing side effects.
However, influenza vaccine is given
annually, and it is currently recom-
mended that pneumococcal vaccine
be given only once. Detailed immu-
nization records should be provided
to each patient to record the date
when pneumococcal vaccine was
given. '

High-risk children: usually see a
health professional to receive rou-
tine pediatric vaccines. These visits
provide a good opportunity to ad-
minister influenza vaccine simulta-
neously but in a different site. Al-
though studies have not been con-
ducted, simultaneous administration
should not diminish immunogenicity
or increase adverse reactions.
Antiviral Agents for Influenza A

Two antiviral drugs have specific
activity against influenza A viruses:
amantadine hydrochloride and ri-
mantadine hydrochloride. Cur-
rently, only amantadine is approved
for marketing in the United States.
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Both amantadine and rimantadine
interfere with the replication cycle
of type A influenza viruses, although
the specific mechanisms of their an-
tiviral activity are not completely
understood. Both drugs are 70%-
90% effective in preventing illnesses
caused by naturally occurring strains
of type A influenza viruses. How-
ever, they are not effective against
type B influenza. When administered
within 24-48 hours after the onset of
illness, they can reduce the duration
of fever and other systemic symp-
toms, aliowing the patient to return
more rapidly to routine daily activi-
ties. Since these drugs may not pre-
vent infection itself, persons who
take them can still develop immune
responses that will ‘protect them
when they are subsequently exposed
to antigenically related viruses.

Increasing the availability of rapid
viral diagnostic tests and improving
the dissemination of information
about areas where influenza A virus
infections have been confirmed will
allow for more efficient and appro-
priate use of antiviral agents. Such
information is reported throughout
the influenza season in the MMWR
and is also available by computer
telecommunication through the Pub-
lic Health Foundation.

Amantadine Prophylaxis
Recommendations

Amantadine is recommended un-
der certain circumstances, particu-
larly for control of presumed influ-
enza A outbreaks in institutions
housing high-risk persons. Chemo-
prophylaxis should begin as early as
possible after the outbreak is recog-
nized. Contingency planning is
needed in chronic-care facilities to
establish specific steps for rapidly
administering amantadine to resi-
dents and'staff when influenza out-
breaks occur. For outbreak control,
amantadine should be administered
to all residents of the institution
whether or not they received influ-
enza vaccine the previous fall.
Amantadine should also be offered
to unvaccinated staff who provide
care to high-risk patients. For pro-
phylaxis, ‘the antiviral drug should
be taken each day for the duration of
influenza activity in the community.

Amantadine prophylaxis is also
recommended in the following situa-
tions: i

1) As an adjunct to late vaccina-

tion of high-risk persons. 1t is

not too late to vaccinate even
when influenza A is known to
be in the community. However,
because the development of an
"antibody response following
vaccination takes about 2
weeks, amantadine should be
used during this period. Aman-
tadine does not interfere with .
the antibody response to the
vaccine.

2) To reduce the spread of infec-
tion and to maintain care for
high-risk persons in the home.
Unvaccinated persons who
provide home care for high-risk
persons (e.g., household mem-
bers, visiting nurses, volunteer
workers) should also receive
amantadine prophylaxis during
the period when influenza A
outbreaks occur.

3) For immunodeficient persons.
As a supplement to the protec-
tion afforded by vaccination,
amantadine prophylaxis is in-
dicated for high-risk patients
who may have a poor antibody
response to influenza vaccine,
such as persons with AIDS.
Whereas adults with AIDS can
be expected to have some re-
sidual immunity to influenza
from prior infections, children
with AIDS may have little or no
immunity to the virus. There-
fore, amantadine prophylaxis
against influenza should be
considered during influenza ep-
idemics, especially for children
with AIDS. The potential ben-
efits should be evaluated on a
case-by-case basis, taking into
account the potential risks of
side effects, especially in pa-
tients with central nervous sys-
tem involvement.

4) For persons for whom influenza
vaccine is contraindicated (see
Side Effects and Adverse Reac-
tions above).

Amantadine can also be used pro-
phylactically in other situations
(e.g., for unimmunized members of
the general population who wish to
avoid influenza A illness). This deci-
sion should be made on an individual
basis.

Amantadine Therapy

Although amantadine has been
shown -to reduce the severity and
shorten the duration of influenza A
illness in healthy adults and chil-

Continued to.page 6
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dren, no well-controlled clinical
studies have examined the efficacy
of amantadine therapy in preventing
complications of influenza A in high-
risk persons. Nevertheless, because
of the potential benefits, amantadine
should be considered for high-risk
patients who contract an illness
compatible with influenza during a
period of known or suspected influ-
enza A activity in the community.
The drug should be given within 24
48 hours after onset of illness and
should be continued until 48 hours
after signs and symptoms resolve.
Dosage Considerations for
Amantadine

The following information should
be considered in determining the ap-
propriate dosage of amantadine:*

1) In controlled studies, 5%-10%
of healthy young adults taking
amantadine at the standard
adult dosage of 200 mg per day
have reported side effects in-
cluding nausea, dizziness, in-
somnia, nervousness, and im-
paired concentration. Data sug-
gest that a daily prophylactic
dosage of 100 mg may provide
protection comparable to that
of 200 mg/day but with fewer

side effects. No studies have
compared the efficacy of aman-
tadine at daily dosages of 100
mg and 200 mg for treatment of
influenza A infection.

2) Amantadine is not metabolized
and is excreted unchanged in
the urine by glomerular filtra-
tion and tubular secretion. Be-
cause renal function declines
with aging, the daily dosage for
persons = 65 years of age
should not exceed 100 mg for
prophylaxis or treatment.
When amantadine is adminis-
tered to patients with impaired
renal function, the dosage
should be further reduced (see
package insert). Because rec-
ommended dosages for persons
with renal impairment provide
only a rough estimate of the
optimal dosage for a given pa-
tient, such individuals should
be closely observed so that ad-
verse reactions can be recog-
nized promptly and the dosage
reduced or the drug discontin-
ued if necessary.

3) Persons with active seizure dis-
orders may be at increased risk
for seizures when given aman-
tadine at a dosage of 200 mg
daily. Data suggest that the risk

of seizures in such persons
might be reduced by using a
lower dose of the drug.

4) The use of amantadine in chil-
dren < 1 year of age has not
been adequately evaluated.
The approved dosage for chil-
dren 1-9 years of age is 4.4 mg/
kg/day, not to exceed 150 mg/
day. Although further studies
would be desirable to deter-
mine the optimal dosage for
children, physicians should
consider prescribing 4.4 mg/kg/
day to reduce the risk of toxic-
ity. For children = 10 years
weighing < 45 kg, it may also
be advisable to prescribe 4.4
mg/kg/day. The dose for treat-
ment should not exceed 150 mg
for children aged 1-9 years and
200 mg for children = 10 years
of age. As for adults, a maxi-
mum dosage of 100 mg daily
should be effective for prophy-
laxis (see #1 above).

*Further information is available from
DuPont Pharmaceuticals, one of the
manufacturers of amantadine by calling
(800) 441-9861.

Reprinted from MMWR 1988;
37:361-364, 369-373

Partner Notification for Preventing Human
Immunodeficiency Virus (HIV) Infection

Partner notification, a component
of sexually transmitted disecase
(STD) control programs for many
years (1), is a means to identify and
target risk-reduction education to in-
dividuals at high risk for contracting
or transmitting HIV infection. When
applied to HIV infection, the term
“‘partner’’ includes not only sex
partners but also intravenous drug
users who share needles. Partner no-
tification for HIV infection or ac-
quired immunodeficiency syndrome
(AIDS), as for all STDs, is highly
confidential and depends upon the
voluntary cooperation of the patient.
CDC currently recommends the fol-
lowing: ‘‘Persons who are HIV-anti-
body positive should be instructed in
how to notify their partrners and to
refer them for counseling and test-
ing. If they are unwilling to notify
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their partners or if it cannot be as-
sured that their partners will seek
counseling, physicians or health de-
partment personnel should use con-
fidential procedures to assure that
the partners are notified’’ (2).

Two complementary notification
processes can be used to identify
partners, patient referral and pro-
vider referral. With patient referral,
HIV-infected patients choose to in-
form their own partners directly of
their risk of infection. Trained health
department personnel can help in-
struct patients how to inform sex and
needle-sharing partners sensitively
about their potential risk for infec-
tion. With provider referral, infected
patients request-assistance in notify-
ing some or all of their partners; they
voluntarily provide names, descrip-
tions, and addresses so that the no-

tification process can be carried out
by trained health department staff.
This process is designed to protect
the anonymity of patients; their
names are never revealed to sex or
needle-sharing partners.

In the AIDS prevention and sur-
veillance projects supported - by
CDC, states have been required to
implement procedures for confiden-
tial notification of sex and needle-
sharing partners of AIDS patients
and HIV-seropositive individuals.
All these states currently counsel
HIV-infected clients seen in public
counseling and testing sites about
ways to reduce the risk of transmit-
ting HIV. These states also counsel
HIV-infected clients about the need
to inform sex and needle-sharing
partners of their risk of infection.
Forty-eight states, Puerto Rico, the
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Virgin Islands, and the District of
Columbia offer provider referral
upon request by clients. The other
two states authorize notification by
health department personnel when

i female partners may not have known

that a risk factor existed and/or in
cases of rape or sexual abuse. Fif-
teen states have partner-notification
programs that encourage provider
referral for all patients.

Virginia currently provides part-
ner-notification services to HIV-in-
fected patients who request assis-
tance with notifying certain part-
ners. From September 1986 through
December 1987, 387 (81%) of the 479
individuals who tested positive for
HIV antibody at STD clinics re-
turned for test results and were of-
fered partner-notification services.
Of these, 230 patients (59%) chose
provider referral to notify their part-
ners. A total of 318 partners were
located and accepted counseling and
testing; 44 (14%) were found to be
positive for HIV infection. In addi-
tion to being sex or needle-sharing
partners of HIV-infected persons, 38
(87%) of the infected partners be-
longed to other high-risk groups:
72% were at risk through homosex-
‘ual/bisexual behavior, and 15%

.~ through intravenous drug use.

Editorial Note: Partner notification,
with emphasis on provider referral,
became an integral strategy for na-
tional ‘syphilis control in the mid-
1940s after. penicillin became widely
available. Subsequently, it has been
used in STD control programs for
gonorrhea and chlamydia (/,4). Pro-
vider referral has been shown to be
effective, but costly (5), in control-
ling focal outbreaks of infections due
to antibiotic-resistant gonococcal
strains (6) and in targeting endemi-
cally infected core groups in specific
high-risk populations (7,8). Because
of resource limitations, patient refer-
ral, rather than provider referral, has
played an increasingly important
role in STD control.

When the partner-notification
model is applied to the control of
HIV infection, certain differences
must be considered. The incubation
period for HIV is long; therefore,
sex partners or needle-sharing part-
. ners from months or years earlier
™ may potentially have been the

\J’sources of infection. Partner notifi-

cation for patients with hepatitis B,
which has an epidemiologic pattern
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similar to that of HIV infection, has
proven difficult because of the pro-
longed period of infectivity, the large
number of anonymous sex partners
among many homosexual men, and
the inaccessibility of the intravenous
drug-using population (9).

The assurance of confidentiality
and protection against discrimina-
tion, which are critical in dealing
with any STD, have become legal
issues in the case of HIV infection
(10,11). These issues may influence
the success of programs based on
patient referral alone (12). Confiden-
tiality is essential to ensure that in-
dividuals at risk continue to seek
counseling, testing, or partner-noti-
fication services.

Partner-notification data from sev-
eral states reveal a high seropreval-
ence rate, ranging from 11% to 39%,
among persons identified as sex. or
needle-sharing partners, many of
whom are themselves engaging in
high-risk behavior. By identifying
such individuals, the partner-notifi-
cation process can target risk-reduc-
tion messages to those at greatest

have been exposed to HIV infection
but who may be unaware of their
risk of acquiring or transmitting in-
fection. Thus, partner-notification
provides both primary and second-
ary prevention of HIV infection.

Notification of unsuspecting part-
ners is especially important because
it enables persons who may not have
been reached through other AIDS
education programs to receive risk-
reduction education. For example,
the partner-notification process can
identify female and male partners of
intravenous drug users or female
partners of bisexual males who may
risk. Partner-notification activities
targeted toward women of childbear-
ing age contribute additionally by
potentially preventing the perinatal
transmission of HIV (13).

Homosexual men who voluntarily
request counseling and HIV testing
may be at lower risk for infection
than those who have refused testing
(14). Through the partner-notifica-
tion process, these high-risk part-
ners who otherwise might not re-
quest risk-reduction education can
receive counseling. Also, counseling
of partners provides an opportunity
to offer other beneficial services to
those at risk, including drug treat-
ment, STD treatment, tuberculosis
testing and treatment, adult immuni-
zations, psychosocial support serv-
ices, and contraceptive counseling.

The type of partner-notification
services provided by different health
departments will depend on local re-
sources and the number of seroposi-
tive persons identified. :In San Fran-
cisco, which has high rates of infec-
tion among homosexual men,
provider referral for all partners of
homosexual men was not thought to
be feasible because of the excessive
cost: and personnel required. How-

_ ever, the San Francisco Health De-

partment did notify heterosexual sex
partners of AIDS patients and re-

_ceived excellent cooperation from

both patients and named partners
(15). The San Francisco experience
demonstrates the feasibility of tar-
geted notification for identifying in-
fected women of childbearing age to
prevent perinatal transmission of
HIV infection.

References available upon request

through the Office of Epidemiology
(804) 786-6261.

Adapted from MMWR 1988;37:393-
396,401-402.



Cases of selected notifiable diseases, Virginia, for the périod July 1, through July 31, 1988.

State Regions
Total to Date Mean This Month
Disease This Last 5 Year
Month | Month | 1987 1988 | To Date IN.W.| N. {S.W.| C. | E.
Measles 9 18 1 143 21 0 9 0 0 0
Mumps 8 16 66 104 33 3 4 0 1 0
Pertussis 0 5 38 16 25 0 0 0 0 0
Rubella 0 11 1 11 1 0 0 0 0 0
Meningitis—Aseptic 17 9 90 67 99 2 4 3 11 7
*Bacterial 13 13 105 97 146 1 2 1 4 5
Hepatitis A (Infectious) 62 34 150 256 93 i 1 3 7 | 50
B (Serum) 57 29 257 199 293 5 8 8 6 | 30
Non-A, Non-B 10 11 31 51 47 1 1 2 0 6
Salmonellosis 191 81 862 668 748 | 33 | 61 | 29 | 35 | 33
Shigellosis 77 19 84 241 77 01| 11 6| 45| 15
Campylobacter Infections 99 57 318 287 320 | 21 | 21 81|26 | 23
Tuberculosis 22 20 267 226 238 3 2 4 4 9
Syphilis (Primary & Secondary) 33 41 165 246 226 7 3113 9
Gonorrhea 1373 950 8632 7657 10404 | — | — | — | — | —
Rocky Mountain Spotted Fever 8 1 6 12 21 0 1 4 2 1
Rabies in Animals 36 19 230 232 205 | 10| 11 2 7 6
Meningococcal Infections 4 5 52 39 48 0 0 1 1 2
Influenza 12 7 1223 2411 1611 0 0 0 0| 12 @
Toxic Shock Syndrome 0 0 0 0 4 0 0 0 0 0
Reye Syndrome 0 0 0 0 3 0 0 0 0 0
Legionellosis 0 0 5 6 11 0 0 0 0 0
Kawasaki’s Disease 0 3 17 11 19 0 0 0 0 0
Acquired Immunodeficiency
Syndrome 35 23 128 211 — 8 6 0 5] 16

Counties Reporting Animal Rabies: Amelia 1 raccoon; Arlington 1 raccoon; Botetourt 1 raccoon; Chesterfield 1
raccoon; Culpeper 1 cat; Fairfax 1 raccoon, 1 skunk; Fauquier 1 raccoon; Henrico 1 fox, 2 raccoons; Lancaster 1 cat,
1 raccoon; Loudoun 4 raccoons; Northumberland 1 raccoon; Page 3 skunks; Prince William 1 bat, 1 fox, 2 raccoons;
Rlchmond City 1 bat, 1 raccoon; Richmond County 1 raccoon; Rockmgham 1 raccoon; Russell 1 cat; Shenandoah 3
skunks; Spotsylvania 1 raccoon; Westmoreland 1 fox; Williamsburg 1 raccoon.

Occupational Illnesses: Asbestosis 32; Carpal Tunnel Syndrome 3; Loss of Hearing 10; Mesothelioma 1; Pneumocon-
ioses 35.

*other than meningococcal
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